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Verifiable CPD PaPer delivery of effective prevention is a key element of the delivery of general dental services, particularly in the context of the recent reviews of the new NHS dental contract. 4, 5 Stillman-Lowe reports the definition of OHE as 'any learning activity which aims to improve individuals' knowledge, attitudes and skills relevant to their oral health'. 6 OHE contrasts with oral health promotion (OHP), which she describes as 'any process which enables individuals or communities to increase control over the determinants of their oral health' . 6 The traditional definition of health promotion comprises health education, prevention and health protection. 7 Health protection is the remit of legislation for which individual general practitioners have no responsibility. Legislative changes resulted in the new contract of 2006. It could be argued that the Department of Health puts OHP as the cornerstone of its strategy for improving oral health, with GDPs as oral introDuCtion The establishment and maintenance of a disease inactive oral environment will be largely dependent on the individual patient's health behaviours. 1 The role of the general dental practitioner in guiding these behaviours has been increasingly emphasised both at undergraduate and postgraduate level. 2, 3 The recently published Steele Report specifically refers to the responsibility the general dental practitioner (GDP) has in educating patients in health behaviours that will enable them to sustain oral health throughout life. 4 The
Objective To explore the perceptions of first year foundation dentists (FD1s) regarding oral health education (OHE) and its role in general dental practice. Design Focus group discussions. Setting Postgraduate training venues and general dental practices utilised for foundation training in South Wales, UK. Subjects (materials) and methods Nineteen FD1s accepted an invitation to take part in a series of focus groups. Focus groups were transcribed and data analysed using a constructive process of thematic content analysis to identify themes and theories relating to the FD1s' understanding of OHE and its role in the delivery of care as general dental practitioners. Results The data fell into three broad categories: the teaching of OHE delivery at undergraduate level; factors influencing the 'frequency and content' of OHE delivery; and barriers to 'effective and successful' OHE. The first category identified perceptions of the 'gold standard' of OHE following undergraduate experiences. The practicalities of the acquisition of technical skills had created a simplistic compartmentalised view of OHE which was not a priority in adult dental care. The second category covered triggers for delivering OHE; in general these were reactive rather than preventive. The last category dealt with successful OHE; unsuccessful OHE was attributed to the patient although communication barriers were recognised. Conclusion The subtle but important difference between OHE and oral health promotion (OHP) in terms of its role in general dental practice is recognised theoretically but not as a reality in practice. OHE is often compartmentalised and a simplistic approach to its delivery is taken. Against a backdrop of commissioning to improve health this has implications in developing organisational processes within general dental practice and training in order to achieve this.
health promoters described as 'new ways of working' . 8 Since 2006, Primary Care Organisations (PCOs) have been additional stakeholders in the planning of dental services. 9 According to the Department of Health, PCOs will want to channel services towards those that practise 'new ways of working' with effective OHE/prevention as part of their armamentarium, as there are both clinical and financial motives to promote services that improve community oral health. 8 Stillman-Lowe identified limitations in the delivery of OHE in primary dental care as it has been practised in the UK and observed that very little had been achieved over the past decade in improving the delivery of OHE. 6 As recently qualified dentists embark on their careers as dental professionals they are in the process of becoming professionally socialised in general dental practice. Understanding how the role and delivery of OHE is perceived will provide an insight into their realities. This is particularly pertinent at a time of change when PCOs commission services. The future workforce will need to embrace 'new ways of working' which will include OHE and prevention as integral components of service delivery in order to satisfy an OHP approach to General Dental Practice and services.
This paper explores the perceptions of first year foundation dentists (FD1s) regarding OHE and its role in primary dental care. Establishing some baseline viewpoints will identify potential problem areas that can be addressed by educationalists within the profession in order to prepare the future workforce.
MethoDology Design
Due to the lack of relevant research in this area and the need for a detailed understanding of participant's perspectives of the topic, a qualitative research approach was used. 10 Qualitative methods, such as focus groups, can offer a unique insight into people's personal perspectives, providing a more comprehensive understanding of their beliefs, knowledge and attitudes as well as offering greater depth and methodological flexibility than quantitative research methods such as structured questionnaires. 11, 12 recruitment and sampling
The research was conducted in South Wales, UK. A REC-approved letter of invitation, participant information sheet and consent form, were sent to all FD1s in three of the South Wales training schemes. Those interested in participating signed the consent form and returned them to the researcher (RH) in a freepost envelope. In total 19 respondents participated in the study (eight males and 11 females). Fifteen were graduates of Cardiff University Dental School, two were graduates of Guy's, King's and St Thomas' dental school, London, one graduated in Liverpool and one in Iraq. At the time of the participation in the focus groups all FD1s had been in general dental practice for five to six months.
Data collection
Data were collected through focus groups. Focus groups are used for generating information on collective views, and the meanings that lie behind those views. 13 They are also useful in generating a rich understanding of participants' experiences and beliefs. 14 Four separate focus groups were conducted (size of focus groups ranged from three to six participants, plus the moderator -RH). A semi-structured interview schedule was devised to explore issues relating to perceptions and experience of the delivery of OHE in general dental practice. Interview questions informed the discussions and areas explored in the interview schedule. These included opinions about the teaching of OHE skills at undergraduate level, methods used in the delivery of OHE and perceived success and limitations of OHE delivery.
Focus groups were conducted in a quiet, private area in one of two hospitals where the FD1 groups routinely met for training sessions. All focus group discussions were moderated by the main researcher (RH). Interviews were conducted between January and February 2009 and lasted between 25 and 35 minutes.
Data analysis
All focus groups were digitally recorded, transcribed verbatim and analysed using a constructive process of thematic content analysis. This involves reading and re-reading interview transcripts in order to identify and develop themes and theories emerging from or 'grounded in' the data. 15 Analyses of the data were also validated using a process of 'inter-rater reliability' within the research team (RH, WR and PG). This is a process whereby at least two researchers analyse the data separately before agreeing on a thematic framework. It has been argued that the involvement of additional experienced qualitative researchers may help to guard against the potential for lone researcher bias and help to provide additional insights into theme and theory development. 16 Having sufficient time in order to teach patients all they need to know to achieve oral health was seen as being fundamental in the effective delivery of OHE. As such, the FD1s felt that in general dental practice they were now unable to practice the 'gold standard' learned in dental school.
'
Compared to dental school, I wouldn't want to spend half as much time on it as I would have done if, you know, if you're in dental school you can spend time talking about it, whereas I tend to think, 'I've got half an hour, I've got other work to be doing, and I kind of squeeze it in
As undergraduates the teaching of prevention was focused on specific clinics such as paedodontics and periodontics. There seemed to be little attention given to OHE or prevention in adult dental care.
'I think we mainly concentrated on prevention in paediatric dentistry and didn't really cover it for adults that much. ' (FD1 3B A)
The term 'prevention' was largely used to describe the teaching of physical clinical procedures with less attention given to the non-tangible education of patients. When discussing OHE in the context of adult patient care it was perceived as being peripheral to dental 'treatment', and not valued by staff.
' Factors that motivated patients to change their behaviour were seen as being inherent personality traits and not subject to change through external influences. As such it was the patients who were seen as the drivers for change rather than the dentists.
' Despite this belief a simplistic approach to influencing patients' behaviour was described. It was repeatedly reported that a single factor could motivate a patient sufficiently to cause a change in behaviour. The threat of a negative experience was seen as being the primary source of motivation. The principal reasons identified were fear of further work, fear of tooth loss, poor aesthetics and the embarrassment of having poor oral hygiene. There was a general perception that a lack of motivation was responsible for a lack of change and that finding and using the factor that would stimulate that motivation would result in change. The dentists' role was described as being able to identify these vulnerabilities and use them to influence the patients' health behaviours. 'It's finding something that causes them to change. And chances are, throughout someone's life it's going to be different things which they emphasise as being important.' (FD1 1A C)
Patients were perceived as being 'good' or 'bad' depending on their history of compliance with preventive advice. It was viewed as being impossible to change the oral health habits of a large group of patients who were labelled 'non-changers. ' In contrast, participants felt that the brief time period for which they had been seeing their patients made it difficult to assess whether they had been successful in their OHE delivery.
'I think in some cases you've got an absolutely hopeless patient you just can't change.' (FD1 3A A)
The data suggested that many FD1s felt uncomfortable in the role of educator. Participants frequently voiced concern about whether they sounded patronising, thus compromising the dentist-patient relationship. The most common examples reported were dealing with older age groups or when educating parents in caring for their children's teeth. Patients with a low level of intelligence and education were seen as difficult in communicating with as they were unable to understand the information given.
'It's the older patients that don't tend to respond very well because it's quite difficult to tell them to brush their teeth without being patronising or getting on their nerves. ' (FD1 3B A) and then your treatment plan and if you said oral hygiene instruction then they'd skip over it and then, do you know what I mean? It wasn't that much emphasis.' (FD1 1B A)
FD1s felt that guidance on the delivery of OHE had been ambiguous. The methods taught for the delivery of OHE included the use of models for teaching rather than patient involvement.
' 
factors influencing the 'frequency and content' of ohe delivery
There were three main influences on the frequency and content of OHE delivery: time available, the presence of disease and outcomes of previous OHE efforts.
Time was seen as the major factor in determining whether OHE was given and how much attention it received. There was a belief that it was necessary to dedicate a large amount of clinical time to OHE in order for it to be effective. However, it was perceived that there was no financial reward within the NHS system for dedicating the necessary clinical time. 
researCh DisCussion
While the participants were steered in the direction of OHE during the focus groups, their awareness of OHP was also evident from the discussion.
The results of this qualitative research suggest two things in relation to the delivery and understanding of OHE. The first is that the methods used to communicate OHE to patients are not based on the best available evidence. The difficulty of communicating the OHE message appropriately has been reported in the literature [18] [19] [20] and is demonstrated by the findings of this study. The second is that OHE appeared to be considered synonymous with OHP in its delivery. The terms prevention and OHE were not understood as separate entities under the OHP umbrella. Furthermore, the word prevention itself was used as a contradiction in terms by most participants as it was most commonly used to describe activities relating to the treatment of existing problems. This research suggests that what is perceived as OHE delivered to individuals is focused on tertiary rather than primary and secondary prevention. This could perhaps be more aptly named reaction rather than prevention.
Compliance and acceptance
It is important to discuss the definition blurring between OHE and OHP as this presents a potential problem to the delivery of effective prevention for individual patients. As there is no evidence of OHE/ OHP being causally related to changes in behaviour, 21 then there is a danger that clinical practice may develop along a pathway that accepts the determinants of oral health as outside the control of the individual. In this situation the clinician may feel that it is unrealistic to expect compliance from individuals from labelled subgroups. The prevailing attitudes to OHE/ OHP have been demonstrated by the data from this study. As a result there may be greater reliance by GDPs on public health strategies outside the control of the individual: for example, water fluoridation for the delivery of prevention. However, while these measures may have the positive effect of improving overall community dental health, they may have less effect on the inequalities that exist within that community as the distribution of disease within the community remains static. 22 The development of primary preventive strategies utilising fluoride toothpaste at the individual level suggests that an individual approach is valued by dental public health specialists.
23,24
new ways of working OHE will be used in communicating the appropriate messages but wider strategies will be needed for prevention (primary, secondary and tertiary) in order to satisfy OHP. Clinical preventive techniques (fissure sealants, fluoride varnishes etc) are a given but wider strategies will include measures such as observation of NICE recall guidelines in order to improve community access, as well as encouraging patients' commitment to ongoing care, particularly from deprived subgroups. This would involve a leadership role directing the whole dental team in delivering an integrated organisational approach. Only once was the service of a hygienist mentioned in all focus groups. In that context the hygienist was seen as the person responsible for OHE rather than an integrated role within a strategy for improving oral health.
The research suggests that OHE delivered in practice is compartmentalised and based on an outdated concept of 'dental fitness'. The limitations of OHE must be accepted in order to develop the patient's ongoing dental career. It would be both unrealistic and at odds with good behavioural management, to attempt to achieve total behavioural compliance from patients too soon. 25 As such the delivery of OHE in general dental practice was seen as being fraught with difficulties. The most significant problem for the delivery of OHE that was reported was the disparity in the time required to deliver 'gold standard' learned as an undergraduate and the time available in general dental practice. The problem of time was inextricably linked with the opinion that dentists were not rewarded for these lengthy periods needed to deliver OHE. This reflects the views expressed by general dental practitioners regarding rewarding prevention in the new contract of 2006. 4, 5 However, the evidence base suggests that any educative intervention should be brief and opportunistic in order to be effective. 25, 26 The FD1s could recognise this as a result of subjective experience but it was in direct contradiction with what they had learnt as undergraduates.
Changing behaviours
The participants also demonstrated the commonly held belief that behaviour change is a linear and a given process following the transfer of knowledge. This theory of behaviour change has long been discredited by behavioural scientists. It is more realistic and accurate to consider behaviour change as something that happens over a period of time, throughout which the GDP practices prevention, using OHE at appropriate intervals. 27, 28 To facilitate behaviour change goals set by clinicians for patients should be appropriate to the individual's situation and realistically achievable. This in turn translates into simple specific unambiguous messages delivered in a strategic manner within a time frame, the patient's dental career. In the context of the association between attendance and deprivation, 29 the first simple specific message should be 'for the individual to attend' and this should be facilitated through organisational processes. This should be a fundamental element of the OHP policy of a preventive General Dental Practice. Once in an ongoing care pathway, further layers of communication can be added to improve understanding of disease processes and their control. This has been described by Milsom et al. as a 'holistic approach' . 30 This pathway of events does not fit easily into a definition of dental fitness and a single course of treatment and compartmentalised, independent episodes of OHE. Milsom et al. highlight the ability of the new contract of 2006 to facilitate a holistic approach. 30 However, if we consider the 'gold standard' methods for the delivery of OHE as perceived by the FD1s, it is understandable why it was reported that there is no reward for OHE, an opinion compounded by the emphasis and value placed on OHE as undergraduates.
evidence and direction Threlfall et al. reported that the new dental contract provided an opportunity for change by placing prevention at the heart of dental care. 31 His team also reported that this opportunity would be wasted if Croucher over 15 years ago. 34 Such beliefs in the workforce of the future suggest a real possibility that such attitudes and approaches will continue to prevail. The belief that the dentist should find the one key motivating factor that could stimulate change again suggests the lack of awareness of the complexity of challenging human behaviour that was reported by Sheiham and Watt (2003) . 33 Little seems to have changed since Blinkhorn (1998) reported that dentists' enthusiasm for prevention faded quickly, with dentists tending to be disease centred rather than patient centred. 35 
ConCluDing reMarks
This small qualitative study suggests that there is an awareness of the difference between OHE and OHP but that the difference is not understood as a reality in terms of its role in general dental practice. OHE is often compartmentalised and a simplistic approach is taken to its delivery. The delivery of OHE by the FD1s is not based on the best available evidence. It also suggests that professional experiences socialise towards an acceptance of past experiences and limited success with regard to OHE, particularly with some individuals.
OHE is fundamental to communicating appropriate information to patients that attend general dental practice and, along with organisational processes that facilitate ongoing continuing care, forms the basis of prevention in primary, secondary and tertiary forms. If dentists are unaware of the best available evidence on its delivery it is unlikely that individual recipients of care will be adequately briefed in order to act in an appropriate manner, particularly those sub-groups with the greatest needs who traditionally utilise services least.
Against a backdrop of commissioning to improve health this has implications in developing organisational processes within general dental practice and training in order to achieve this.
Further research is needed to establish whether the themes that emerged in this small study can be generalised to a larger population of FD1s and GDPs. If generalisable, an opportunity exists for transferable skills to be taken from other disciplines and taught at both under-and postgraduate level to address this situation.
an improvement in the under-and postgraduate teaching of counselling skills and educative techniques, for example 'the conveying of bad news' or motivational interviewing, did not occur. The participants' understanding of OHE gleaned from undergraduate education suggests that this has been the case. The reported perceived value placed on OHE as a result of the undergraduate experience and the lack of discussion of counselling and educative techniques also support Threlfall's views.
The participants' reports of behavioural science education as undergraduates were significant in their absence from the discussion. Although behavioural sciences have a place in the undergraduate curriculum, the graduates take away from their undergraduate experiences little in the way of sound theoretical frameworks as applied to the clinical setting: for example, the expectation of the clinician that behaviour change should occur following knowledge transfer, with resultant feelings of failure with observed non-compliance. Stillman-Lowe reported that the lack of development in the quality of OHE in general practice was partly due to the lack of specific guidance on the delivery of OHE in dental practice. 6 This appears to be the case even before dentists have qualified and begun to practice. As a result many of the reported techniques are the result of human instinct rather than a technique based on evidence.
Despite these instincts being sometimes good and beneficial to the patient, the ad hoc approach to OHE often meant that messages delivered were threatening, negative and potentially damaging. This could explain the reported effects of historic OHP activities in increasing social inequalities. 21, 32 Attempts at changing patients' behaviour were usually based on the 'Knowledge, Attitudes, Behaviour' model of behaviour change. This was coupled with the belief that the application of a motivating factor or threat at the knowledge stage would ensure progression along the linear pathway to change. Sheiham and Watt have stated that a 'simplistic and outdated approach' had dominated OHE for many years. It appears that the groups studied continue to utilise this approach. 33 Such attitudes mirror the limitations of dental health education identified by
